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not get far. He must be ready to put There is a very great demand in any forth psychiatric viewpoints in clear, community for psychiatric services. In understandable language; and if he does 1941, there was only one person in part-this, his colleagues will listen to him. Too time private psychiatric practice east of often we act as little children wanting Quebec City. Halifax had never felt the special attention and out-Freud Freud in need of a private psychiatrist, and yet reading hostile meaning into other docthere has been more work to do than it tors' actions. The psychiatrist should be has been possible to cope with from the rigid about medical ethics generally, acbeginning; and now with seven people cept patients only on referral, return involved in private psychiatric practice, them to the doctor who referred them, the demand is still not filled. and write full reports in understandable The psychiatrist is primarily a physi-language. Experience and comment from cian and will be accepted by the medical my fellow practitioners has shown me profession of the community if he seeks that there is no better way of building such acceptance and acts as if he were a relationships and contributing to the edumember of that profession. Psychiatrists cation of our colleagues than by carefully commonly complain of the hostility and thought-out reports. resistance of other medical men. I be-
The community psychiatrist, too, lieve this is largely a projection of our should not confine himself to medical own doubts and timidities. If psych-contacts. With due attention to medical iatrists hide behind the walls of a hospital, ethics, he should avail himself of comattend no medical meetings and no munity opportunities to put his special medical social functions, our colleagues knowledge to work for the benefit of the must be forgiven for thinking that we are community; for example, in the Home almost as queer as some of our patients, and School Association, service club pro-In Nova Scotia, a psychiatric wilderness jects, and so on. In the early years of twenty-five years ago, psychiatrists have community psychiatric practice, the been accepted as full partners in medi-psychiatrist will receive many referrals cine; and the trust of the profession which strictly do not belong in the field generally has been attested to by the of psychiatry. In many communities he election of psychiatrists to the Presidency will be the best trained person in neurolof the Nova Scotia Medical Society, to ogy and for that reason will have that offices in local medical societies, to the kind of case referred to him. Executive of the Canadian Medical Asso-In most communities he will find that ciation, and to a great many more important committees, e.g., the Canadian both the medical practitioner and the Medical Association's Public Relations general public are not very sophisticated C ' T hi h when it comes to making distinctions beommittee. 0 ac ieve sue status, psy-tween the various kinds of "nervousness" of illnesses involving the nervous system will come his way. Also, he will find that many of his colleagues take advantage of the presence of the psychiatrist to refer patients who have proved frustrating or who have angered them. Such are likely to come with inadequate examination. The psychiatrist cannot abandon his stethoscope and ophthalmoscope and, more important, he cannot lay aside his medical knowledge and judgement in listening to a patient's story. Failure to recognize a cerebral tumour may cause the death of the patient and adversely affect the practice of that psychiatrist in that community.
Following from the above, the psychiatric consultant must remember that he is the one who has the responsibility for deciding whether there is significant psychopathology present. Medicine has run into great difficulty, and we psychiatrists have heaped scorn on our colleagues because of the uncritical acceptance of minor physical pathology; for example, a dropped kidney as a cause of abdominal pain, headaches, fatigue, bad temper, or what have you. Nowadays when the diagnosis is clouded, the doctor jumps to neurosis; and if he has been trained in one of our Canadian medical schools, he refers the patient to the psychiatrist. The psychiatrist is in grave danger of deciding that a patient has a little too much hostility or a latent homosexuality which is responsible for his arthritis, his skin rash, his headaches, or his ingrowing toenails. It is wise to remember the story from an early issue of Psychosomatic Medicine concerning a young lady who had what appeared to be a psychosomatic skin rash. The rash always appeared following a fight with her boy-friend and disappeared shortly after reconciliation. After a very considerable attempt at psychiatric investigation, someone found that her bed contained bed bugs and her boy friend's didn't. All patients who are referred will not be psychiatric problems, though all will have problems. The psychiatric consultant must make his diag-nosis on positive evidence, realizing that it does not have to be psychiatric because no physical disease has been found nor does the presence of physical disease mean the patient is not psychiatrically ill-the question is how much of each and then what is to be done and who can best do it. I collected twelve cases from my own practice a number of years ago, all of whom had been referred by respected consultants as suffering from psychiatric illness with a completely negative physical examination. My psychiatric examination was negative also, and I sent them back as undiagnosed with the suggestion that they be checked in six months' time. At the end of two years, nine of this twelve had developed clear-cut organic disease that had certainly been present at the time of the original referral. There is nothing to be ashamed about in saying: "I cannot find evidence of psychiatric illness" and telling the internist to look again.
Having made a diagnosis, treatment must be arranged. The community psychiatrist must function as a consultant, only treating selected patients. The interested general practitioner can handle many psychiatric problems as efficiently as the psychiatrist, just as he handles many cardiac and arthritic patients as efficiently as an internist. To do this he must be competent in psychiatric diagnosis; know the possibilities of and the danger signals pointing towards serious complications, for example, suicide; he must understand modern drug therapy with the indications and side effects and the potentialities of specific therapy, for example, KGT. He need not know complicated psychopathology-most of the complicated psychopathology that I operated under during the first ten years of my practice, especially in the psychophysiological field, no one believes in any more anyhow. The results of treatment are not radically different. It is part of the duty and contribution of a psychiatric consultant to give his non-psychiatric colleagues faith in their human ability to be helpful, with tolerant, noncensorious listening, reassurance, simple explanation, pointing out connections, the judicious use of drugs, and to provide ready support for him if he senses trouble.
A survey of twenty-five randomly selected psychotherapeutic patients (where both the patient and I agreed on the success of the treatment) convinces me that seventeen of them could have been handled equally well by their general practitioner. For example:
Case No. I-A 74-year old woman, the wife of a merchant in Halifax and the mother of a physician, was referred to me by her internist "because she is depressed and needs shock treatment." My first interview showed that she was mildly depressed, but she had many more anxiety symptoms; for example, pounding heart, tension headache, G. I. upsets, and trembling. She had a fear of shock treatment and had refused psychiatric consultation for some time for this reason. I gave her a couple of weeks' trial on an anti-depressant, plus mild sedation, and spent about half an hour listening to her story. At the end of three weeks, little was being achieved. I dropped the antidepressant medication and lengthened the period of interviews with her. The added time and the relationship that was built up gradually led to the expression of a very considerable amount of hostility towards her husband who, for example, had never learned to drive a car but insisted on her driving him to the office every morning and coming to get him every afternoon. Gradually, more and more of this came out with marked expressions of guilt; and she was able to get rid of a great deal of feeling that had been stored up for thirty years. With this ventilation, symptoms gradually disappeared; and at the end of three further interviews, she was symptom free and has remained that way since that time.
These latter points raise an important question-what model will the psychiatrist take for general community practice? In most Canadian communities, he will not take as his model Freud in Vienna or Freud's disciples on Park Avenue or Wiltshire Blvd., neither will he be able to emulate the nine to five 40-hour week of the hospital psychiatrist. Reluctant as I am to say it, some features of Bassett of The Eleventh Hour fame will serve better-he will use a variety of methods, he will have a flexible and elastic day with a willingness to crowd in the extra patient, to shorten the 50-minute hour, to give direct advice, and indeed command at times, to visit homes-in fact, to behave in a most unorthodox way as psychiatry is currently presented. All this he will have to do when in his judgement it is necessary for his patient's welfare; but equally, he will have to have the ability to say no when he is being used to meet the convenience of his colleagues or patients and relatives.
The points mentioned so far all applied in 1941, and I think equally apply in 1963. The two great changes in psychiatry during this period are diagnostic terms and treatment methods. Imagine writing up the monthly statistics without such terms as passive aggressive personality, inadequate personality, borderline state or pseudoneurotic schizophrenia. Yet such terms were unknown in the 1940's. I remain to be convinced that their discovery has improved either our accuracy or our knowledge. Equally, imagine the private practice of psychiatry with no electro-convulsive therapy, no chlorpromazine, trifluoperazine, no tranylcypromine or imipramine, no general hospital ward that would accept your patients, and even no W olpe or Eysenck. In 1941 more patients were committeed, more stayed sick longer, yet I doubt if the five-year follow up was significantly different. What was certainly different was the wear and tear on the psychiatrist who frequently took chances and accepted responsibilities that make me shudder to contemplate to-day. In my opinion the introduction of electroconvulsive therapy has been the most important innovation, benefitting both patients and psychiatrists, and mostly psychiatry itself. Coming from a centre where the professor's evaluation of electro-convulsive therapy was summed up with this statement: "The greatest harm done by electro-convulsive therapy is what it does to the psychiatrist," I started to practice with strong prejudices against such treatment; but in a new location, unsupported by the prestige of one of the greatest hospitals in the world and with patients demanding that something be done quickly, in the Spring of 1942 I finally started E.CT. Since at times I have been somewhat critical of the county hospital system in Nova Scotia, I should perhaps refer here to the fact that what was then the Halifax City Home, now the Halifax Mental Hospital, was the first place in the Atlantic Provinces to use E.Cr. Whether this speaks for the progressive nature of the Institution or whether it simply is the result of this being the only Institution with low enough standards to let me practise within their walls at that time, is a moot point; but at any rate, the facts are correct. An early experience illustrates the reason for my feeling.
Case No.2-In September of 1942, a 62-year old man was referred to me by the resident physician at Johns Hopkins Hospital for follow-up psychotherapy. He was a Nova Scotian who, about a year previously, had become depressed, agitated, had poor sleep, and lost 30 pounds in weight and had very strong and fixed delusions of guilt and consequent punishment. Steadily getting worse, he had been admitted to the Phipps Clinic and spent six months there with the usual therapy of that time-barbital grains 2! t.i.d. and grains 10 h.s., hydrotherapy, occupational therapy, milieu therapy, and as much psychotherapy as a large staff could administer to a man in this state. Now the resident wrote that he was much improved and was about to be discharged, would I see him on his return home? I said I would, but added that the description suggested a severe involutional melancholia, why not E.C.T.? I received a reply indicating that Phipps preferred the "good old methods." Mr. X was much improved, had been back in Nova Scotia for two weeks, and was so well he would not have to see me. I had hardly put the letter down before the telephone rang. It was Mrs. X saying her husband had relapsed and was worse than ever and would I arrange to see him for the purpose of commitment to the Nova Scotia Hospital. She brought him to Halifax, and I examined him on the sidewalk because he was so depressed and suspicious that he would not enter my office, feeling the police were hidden there and would drag him away for terrible punishment. I told her I felt if he came into the Victoria General Hospital we might be able to treat and improve him. This pronouncement was greeted with some natural scepticism; it was hard for them to believe that after six months in one of the greatest psychiatric clinics on this continent with no real improvement, that treatment in a relatively unknown general hospital, which still officially did not admit psychiatric patients and had no special psychiatric service, could do anything. After a number of telephone calls between Johns Hopkins Hospital, Washington relatives, the family, and myself, it was agreed that we should try! He was admitted to hospital and given nine E.C.T.'s, and made a good recovery in three weeks' time. Five years later I spoke to a meeting in his home town and was delighted to find him chairing the meeting in his capacity as Mayor of the town. Now at 83 he is still active in his business, alert, and well. In the intervening twenty-one years, he has had six relapses-all very similar. He gets mildly depressed, wakes early, loses three or four pounds in weight, and feels mildly guilty, largely with the view that his wife is too good for him and consequently waits on her hand and foot. He recognizes his increased concern; and in her words, "He gets too nice to me," and decides that he is relapsing. They drive some 200 miles, the last time a year ago when he was 82, has three or four E.C.T.'s as an out-patient; and in less than two weeks all his symptoms disappear and he returns home symptom free and carries on a happy and useful life for several years. This is only one of a large number of depressed people who make up a significant segment of my practice. Some have had E.C.T. once and have gone fifteen, ten, three years without relapse. Others have had two to three relapses, a few very frequent and need maintenance E.C.T.
Case No.3-One such is a woman now 74 who must have had some 600 E.C.T.'s in the course of the past twenty years. She has a depression which relapses frequently, comes for E.C.T., and recovers well after about five treatments and then comes for two or three maintenance treatments and blithely tosses her head and says, "Doctor, it will never happen again." Within a few months she is back for further treatment. Despite this E.C.T., most of the time she is a bright, active lady who plays a good game of bridge with no sign of memory defect and in the summer goes swimming in Bedford Basin. I am sure that without E.eT. she would have spent most of her life in a mental hospital or would have suicided. With E.C.T. she has been inconvienced; but generally she has led a happy and successful life, and she is certainly exceedingly grateful for this type of treatment.
No psychiatrist who did not have the experience of looking after patients in the pre-electroshock days can appreciate the tremendous amount of human suffering that has been relieved. Mental hospitals and places like the Nova Scotia county homes were filled with severely agitated depressions, walking the floor, moaning and crying, filled with selfblame and self-torture, suicidal, refusing food, being tube fed, and going on this way, day after day, month after month, and year after year. At the best they recovered in two or three years' time, but frequently they did not recover but suicided, died of malnutrition or remained for years in a state which I think is as horrible as any human can conceive. To see these people get well, as they so frequently, did, in three or four weeks' time, should be reckoned as one of the miracles of medicine.
Finally, of great importance was the fact that the psychiatrist could frequently improve his income markedly with a relatively short investment of personal effort, thus leaving him time to utilize this for a much larger group of patients who needed psychotherapy but who frequently were not able to completely underwrite it themselves.
From the angle of psychiatry generally I would believe that this successful and impressive demonstration of our therapeutic ability has done more to change the position of mental illness in this country, to foster psychiatric units in general hospitals and develop out-patient clinics, and to have the psychiatrist accepted, both by the public and his colleagues as a worthwhile practical doctor who could do something, than all the teachings and writings carried on by any of our voluntary or governmental agencies. Nothing succeeds like successlectures, writing, radio, T.V.-all are insignificant in removing the stigma and hopelessness of mental illness, in getting patients to psychiatrists early, in encouraging the development of new facilities, as compared to the experience of having a well-known citizen of the community leaving home a raving maniac and coming back well, six weeks later. In Nova Scotia this type of experience invariably meant a rash of referrals from that community and a change in the attitudes towards the psychiatrist and mental health.
In conclusion, what are the satisfactions of a private practice of psychiatry? All rumours to the contrary, these do not lie in large financial rewards. Indeed, I rather sadly must conclude after twenty years of my own experience and watch-ing my colleagues in private practice that this is a hard way to make a living. You will, I believe, make a respectable and comfortable income, better generally than the internist or the pzdiatrician but not to be compared with many other areas of medicine. Indeed, with recent salary adjustments in most salaried services in Canada, hour by hour you will not equal these colleagues, and with fringe benefits, vacation with pay, pensions, etc. you may feel that you don't have to be crazy to get into the rat race of private practice; but it certainly helps. I should add that the type of private practice which I have been describing, while not too lucrative for the psychiatrist. is also not too expensive for the patient. Experience now in Halifax, New York, and Vancouver, of which you are all familiar and I shall not bore you with, indicates that what would seem to be the usual pattern of psychiatric practice even in as diversified locations as these, can be carried out with the huge majority of patients being able to pay for their services and certainly being able to be covered by pre-paid medical schemes. The financial satisfactions then will not be as great as you might get in other areas, but I believe that there are satisfactions in the community private practice of psychiatry which more than compensate. In a very special sense, I believe the term "my doctor" and "my patient" signifies the great satisfaction of private psychiatric practice. In a medical community rapidly getting more impersonal, ours is one of the few areas where we know the sick person as well as his sickness. In a community of 50,000 to 100,000 people, in one way or another one meets old patients and frequently has a short conversation in the tram or at a reception or cocktail party-one even pulled me out of the water on the one occasion in which I turned a sailboat over. Generally, these patients are glad to see you, wish to tell you about their progress, and are frequently a good deal more stimulating and satisfaction producing than the alcohol you may be consuming. There seems little problem in this kind of practice in dealing with one's patients at this superficial, social sort of level.
I am now having a most interesting experience with the limited time I have for private practice; most of this is filled with return patients-people whom I had seen twenty, eighteen, fifteen years ago. This type of follow-up (and before any statistician says that this is an exceedingly biased sample, let me admit it), has produced the following impressions:-(a) A great respect for the resiliency of the human race and for the individual's ability to integrate and lead a successful life with a little outside help. The overall result is a marked feeling of optimism about psychiatric practice and psychiatric patients.
(b) The importance of a private practitioner of psychiatry in the community as a mental health resource-commonly I see a patient I had long forgotten who says: "Doctor, we saw you six or eight or eighteen years ago." Perhaps I saw them for five or ten hours, or gave six E.C.T.'s, or three weeks of sub-coma insulin or what have you, including powerful drugs like mixtures of elixir of phenobarbital and B-plex. On inquiring about their health, the usual answer is, "pretty good." Occasional ups and downs like, "after my daughter left home, I was depressed for a few weeks and thought that I should see you; but I got my medicine re-filled, and I knew you were there and could see me and knew about me and so I didn't have to come." This is the kind of experience that makes one feel that the private practice of psychiatry, based on an independent doctor-patient relationship with consequent privacy and no red tape and with the patient paying for his own care to the extent of his ability, offers a type of psychiatric resource that can be duplicated in no other 'way and offers one of the most satisfying ways of leading one's own life.
Summary
This paper reports the author's experience in the private practice of psychiatry in Halifax-a city of 100,000 people from 1941 to 1961. Such a population provides an adequate work load, both in numbers and variety. Many demands will be made on the psychiatrist in this kind of situation, not ordinarily thought of as clinical psychiatry. He will be a community adviser in many fields. Basically, though, he is a doctor and should act as one with regard to medical ethics and custom, as well as taking his share of responsibility for diagnosis and therapy. If he mixes with his fellow practitioners medically and socially, he will be accepted by them as any other doctor is. Careful but understandable reports to referring doctors are of great value in educating his colleagues in psychiatric ways. Many patients will be returned to these colleagues for treatment, but the consultant should be readily available for advice and support. This kind of practice will demand an eclectic approach with a readiness to improvise and compromise.
In the author's opinion, electro-convulsive therapy has been the most important advance in psychiatric practice during this period. It has been astonishingly successful in relieving much human suffering and in improving community attitudes to mental health problems and to psychiatric practitioners and psychiatric patients.
This kind of practice can be afforded financially by most patients and can be covered by pre-paid medical schemes. The private community practice of psychiatry allows excellent opportunity for follow-up, develops exceedingly strong doctor-patient relationships, and gives human satisfactions to the practitioner far in excess of the financial reward. Experience indicates that the private practitioner of psychiatry, living in a community and being part of that community, provides a most important community mental health resource.
Resume
Dans cet article, l'auteur fait part de l'experience qu'il a eue de l'exercice prive de la psychiatrie de 1941 a 1961, a Halifax, ville de 100,000 habitants. Vne population aussi nombreuse fournit un nombre suffisant de cas, tant en nombre qu'en variete. Dans ce genre de situation, le psychiatre doit s'occuper de nombreuses demandes que l'on estime generalement relever de la psychiatrie de clinique. II est le conseiller de la collectivite en de nombreux domaines, Au fond, cependant, il est medecin et devrait se comporter comme tel, observant les regles de la deontologie et de la coutume medicales, tout en acceptant sa part de responsabilite du diagnostic et du traitement. S'il se mele a ses confreres, tant dans sa profession qu'en des reunions sociales, il se fera accepter par eux tout comme les autres medecins, Les rapports minutieux mais comprehensibles adresses aux medecins qui lui envoient des rnalades, eront tres utiles pour faire con-naitre°a ses collegues les methodes de la psychiatrie. Bien des malades retourneront aces collegues en vue du traitement, mais le consultant doit toujours etre preta prodiguer ses conseils et son appui. Ce genre d'exercice exige un abord eclectique et la disposition a improviser et a faire des comprornis.
De l'avis de l'auteur, la therapeutique par l' electro-choc a ete le progres le plus important realise en exercice psychiatrique au cours de cette periode de temps. Cette rherapeutique a remporte des sueces etonnants dans le soulagement des souffrances humaines et dans I'amelioration des attitudes de la collectivite envers les problemes de sante mentale ainsi qu'envers les praticiens de la psychiatrie et les malades qu'ils soignent.
Cette sorte d'exercice est a la portee des moyens pecuniaires de la plupart des rnalades et peut etre couverte par les regimes d'assurance medicale. L'exercice prive de la psychiatric dans une collectivite fournit une excellente occasion de suivre les malades apres leur traiternent, fait se developper de solides relations entre le medecin et son malade, et assure au praticien des satisfactions humaines qui depassent de beaucoup la recompense en argent. L'experience fait voir que le praticien prive de la psychiatrie, habitant une collectivite et en faisant partie, constitue une fort importante ressource d'hygiene mentale communautaire. 
